DEPARTMENT OF THE NAVY
NAVAL HOSPI TAL

BOX 788250
MARI NE CORPS Al R GROUND COVBAT CENTER
TVENTYNI NE PALMS, CALI FORNI A 92278- 8250 IN REPLY REFER TO
NAVHOSP29PALNGI NST 6301. 1A
Code 0400
2 July 1997

NAVAL HOSPI TAL TVENTYNI NE PALMS | NSTRUCTI ON 6301. 1A

From Commandi ng O ficer

Subj : CONSCI QUS SEDATI ON PCLI CY FOR THE TVENTYNI NE PALMS
NAVAL HGOSPI TAL

Ref : Accreditation Manual for Hospitals, 1997

BUMEDI NST 6320. 66A

BUMEDI NST 6010. 17A

OoTwD
~—an

Encl :

N

Gui del'1 nes for Conscious Sedation I n Anbul atory
Pati ents

Medi cations |1 st and dosage qul de

ASA physi cal status definitions

QaiiTicatrions/ Coffpetency of sedation monitoring
personnei

Qual1fication/ Conpetency of the operator
Preoperati ve ASSesSment recorad
Anestheti c/ Sedati on record

Requi red nonitoring paraneters/equl pnent

Pat1ent release criterra/torm

I'ndi cator Data Report Form

Record of Conscious Sedation Course Conpletion

= OO0~ Oo ol A WN =

H HAA’-\’-\’-\ NN —~~ NN
N N N N’ N o N N e’

NN

1. Purpose. To establish standards for the conduct of conscious
sedation in an anbul atory care setting. To integrate conscious
sedation into performance inprovenent, to provide a nechanism for
continuous inprovenent in quality of patient care in conpliance
with references (a), (b) and (c).

2. Cancellation. NAVHOSP29PALMSI NST 6301. 1.

3. Background. Sedation, deep sedation and general anesthesia
represent a continuum of responses seen in patients receiving a
drug (or a conbination of drugs) designed to depress consci ous-
ness and/ or reduce perception of pain. The degree of depression/
pai n-relief depends on factors which include: dosage of drug,
route and rate of adm nistration, conbination with other agents
and patient factors such as age, weight, current nedications,

al cohol intake patterns and nedical condition. Experience and
knowl edge of the pharmacol ogy of drugs are required to provide

ef fective conscious sedation w thout progression to deep sedation
and general anesthesia. [Enclosure (I)] offers guidelines on

sel ection and dosage of comonly used agents for conscious
sedation. Provision of deep sedation and general anesthesia is
limted to providers who are credentialed in anesthesia (or
trainees directly supervised by an anesthesia provider).
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5. Applicability

a. This instruction applies when a patient (in any setting)
recei ves sedation (and/or analgesia) for which there is a
reasonabl e expectation that, in the manner or dosage used, the
sedation/ anal gesia can or may result in the |loss of protective
reflexes for a significant percentage of a group of patients.
This includes patients where repair or renoval of a painful
stinmulus may cause themto | apse into deep sedation or m ni mal
responsi veness from nedi cati ons previously adm nistered. This
instruction does not apply to patients where a mninmal use of a
single pain relief nmedication, wthout any conbination with a
sedating or anxiolytic nedication, clearly and w t hout doubt
allows protective reflexes to be maintained, retains the
patient's ability to maintain a patent airway, independently and
consciously, and permts appropriate response by the patient to
all physical stinmulation or verbal commands.

b. This instruction applies to routine and urgent cases.
(Emergencies are to be handl ed by the Anesthesia Departnent or
Enmer gency Medicine Departnent). Docunentation in the nmedica
record (should be the Pre-Sedation Form |enclosure (6))/, by the
provider, of the rationale for the planned choice of sedation,
with or without anal gesia, or docunentation of a credential ed
anest hesia provider's recomendations is required. Enclosure
(3) defines ASA cl asses/ exanpl es.

c. The facility specific settings, where the appropriate
noni toring/ resuscitation equipnment is continuously avail abl e,
(see enclosure (8),|for use by providers other than Anesthesia
staff, wll 1nclude the Energency Departnent, the Main Operating
Room and the PACU. Anesthesia providers will do al sedation
procedures at other sites.

Pediatric Patients: Consultation with a credenti al ed

anest hesia provider is required for children whose age is < 5
years or weight is <50 | bs. Age appropriate resuscitative
training is required if anesthesia personnel are not present to
assist. Per nmenorandum from Pedi atric Departnent, Anesthesia
will be performng all routine pediatrics conscious sedation
cases.

5. Definitions

a. Conscious sedation is an altered | evel of consciousness
produced by a drug or drugs, adm nistered by intravenous or other
routes, in a manner intended and expected to reduce the patient's
response to noxious stimuli. It may al so provide anxiolysis and
ammesia while retaining protective reflexes and the ability to
respond to verbal commands. Conscious sedation is adm nistered
for patient safety and confort during procedures perforned
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outside the normal anesthetizing |locations. The primary

di stinction between conscious sedation and anesthesia is that, in
consci ous sedation, no |loss of protective reflexes is expected or
intended. 1In deep sedation and general anesthesia, |oss of those
reflexes is expected and prepared for.

b. Loss of protective reflexes occurs when the patient is
unable to react in a tinely and appropriate manner to a stinmul us
were it not for presence of sedation/analgesia in the
patient’s system Exanples of reflex |osses include:

(1) Patient requires repeated pronpting to take breaths,
or has prol onged apnei c epi sodes.

(2) Ineffective gag reflex, causing aspiration risk.

(3) Inability to respond appropriately to external
stimuli; such as the ability to follow reasonabl e commands duri ng
the procedure, or, likely inability to respond to an external
threat such as a building or facility fire.

c. Monitor. The nonitor is the individual responsible for
di rect observation and docunentation of the physiologic and
psychol ogi ¢ status of the patient. The qualifications of the
i ndividual are delineated in enclosure 94). The nonitor may not
sinmultaneously or intermttently serve as a scrub tech,
circulating nurse, or assistant during the procedure.

d. Qperator. The operator describes the person who defines
the need for conscious sedation for the patient, consults the
patient or guardian regarding the adm nistration of the
nmedi cation(s), orders those nedications admnistered in
appropriate dosage and timng, perforns the operative, invasive
or other procedure and serves as the overseer of the process.
Enclosure (5) lists the facility specific requirenents for the
operator.

e. Operative, invasive, and "other procedures" describes
t hose procedures involving puncture or incision of the skin or
insertion of an instrunent or foreign material into the body,
i ncluding, but not limted to, percutaneous aspirations and
bi opsi es, cardi ac and vascul ar catheterization, endoscopies, and
ot her mani pul ati ons excl udi ng veni puncture and i ntravenous
therapy. "Qther procedures” refer to non-invasive manipul ations
such as reductions of fractures and dislocations and certain
radi ol ogi cal studies requiring sedation. These procedures are
not expected to involve significant blood | oss, involve
intracavitary exploration, or incur hypotherm a.

6. Standard of care. The standard of care that will apply
to patients governed by this instruction consists of four key
el ements which will be practiced and docunented in the nmedica

3
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record. This facility will use the standard [((enclosure 6)] pre-
sedation formfor preoperative evaluation and the standard
(enciosure (7)) anesthetic formfor |ogging of nedications,
treatnments, vital signs and the recovery peri od.

a. Patient Assessnent. Selection of the appropriate
procedure for the patient will include consideration of the
fol | ow ng:

(1) Patient’s nedical, anesthetic and drug history.
(2) The physical status of the patient.

(3) Pertinent diagnostic data and | aboratory test
results.

(4) The risks/benefits of the procedure itself.
b. Patient preparation. Inforned consent will be given so

the patient, and docunented in the record, in the follow ng
areas:

(1) I'ndications, alternatives, and risks of the
pr ocedure.

(2) Indications, alternatives, and risks of
sedation, fully and clearly discussed with the patient or
guardi an, and a handwitten notation of the scope of this
di scussion in the progress notes or on the bottom of the
anest hesi a pre-op/ pre-sedati on evaluation form

(3) Need for, and risks of, blood transfusion and
alternatives, if applicable.

c. Peri-operative observation of the patient. Required
equi pnent for the peri-operative observation to include the
recovery phase is found injenciosure (8). The patient will be
nonitored fromthe beginning of the sedation through the end of
the recovery period. Paraneters nonitored or recorded wl|l
i ncl ude:

(1) Physiol ogic and psychol ogi c status including those
listed in|enclosure (8).

(2) Anmount of intravenous fluids (including blood and
bl ood products), and the type and dose of drugs adm ni stered.

(3) Description of peri-operative conplications, from
both the procedure and/or the sedation given.

(4) Assessnent of the patient prior to release fromthe
recovery phase/ area.
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d. Patient/release. The patient nmay be rel eased fromthe
recovery phase/area by the physician or dentist or by depart-
mental criteria which nmust include the criteria |isted on
enciosure (9).

7. Per f or mance | npr ovenent

a. Each clinical area (departnment wll incorporate the
provisions of this instruction and indicators into their current
Pl pl an.

b. Interimindicator nonitoring data will be collected using
enclosure (10).| Departnents will begin submtting encl osure
(10)], one nonthly copy for each provider perform ng conscious
sedation, beginning 30 days after the date of this instruction.

c. The departnent head of Anesthesiology wll review and
anal yze the indicator data of enclosure (10)] quarterly, and
provi de concl usi ons and recommendations for inprovenent to
rel evant departnments. A sunmary report will be presented at the
Morbidity and Mortality neetings.

d. An anesthesia provider will present a review |l ecture for
operators and nonitors at |east yearly or as often as is
practical, if requested. This course will focus on airway
managenent, physiol ogi c nonitoring, and the use and dosing of
sedati on/ anal gesi ¢ nedi cati ons.

8. Revision. The Executive Conmttee of the Medical Staff wll
review this instruction annually. Revisions or inprovenents wl |
be based on the results of the quarterly sunmmaries, conclusions,
ongoi ng reviews of other departnental Pl data, as needed, wth
Departnent head, ECOMS and Board of Director recomendations

i ncl uded:

9. Fornms. NAVHOSP29PALMS Form 6320/ 79 (Rev. 12/96) (Pre and Post
Sedati on Eval uati on Sunmary) and NAVHOSP29PALMS Form 6320/ 78

(Rev. 12/96) (Anesthesia Record) are being adopted by this
instruction and are available in Central Files.

(}.::—Il’g-":.:ﬂ.:t ‘-5‘;‘- i
R S. KAYLER

Di stribution:
Li st A
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GQui deli nes for Conscious Sedation in Anbul atory Patients

1. These guidelines are intended to provide assistance in the
under st andi ng of the use of nedications to produce decreased
anxiety, provide anal gesia and/or amesia, in anbul atory patients
under goi ng exam nations or mnor surgical procedures.

2. The sedation/analgesia requirenents in a particular situation
depend on many factors including the |likely degree of disconfort,
the duration of the major stinulus, the necessity of the patient
to be alter enough to cooperate, and various enoti onal

consi derati ons.

3. Patient responsiveness to the procedure or the effectiveness
of the nedication is subject to cultural factors as well as age,
and individual levels of tolerance of disconfort.

4. Speci al consideration should be given to age, physical

condi tion, exercise tolerance, ethanol intake and other

nmedi cations routinely used by the patient, as these can result in
unexpected resistance or sensitivity to the sedation/anal gesi a
nmedi cati ons commonl y used.

5. The followng are the recomrended first |ine drugs, given
l.V., with representative increnental and total doses over 30-60
mns. for an average size adult (70-80kg):

I ncr. Max Dose Onset
Dr ug Dose ng (ng/ kg) (mn) Dur ati on Pr ecauti ons

Mor phi ne 1-2 ng 10 (0. 10- I ong acting

g 5mn . 15) 1-2 mn 30-60 min rel eases
Derrer ol 10- 20ny 100 (1- nmod | ong

q 5nmin 1.5) 1-2 nmn 20-40 mn acting
Fent anyl 25 ntg 200ntg (2- 100xnor phi ne
(Nacoti c) g 3nin 3 ntg/ kg) 1 nin 10-15 min pot ency
M dazol am 0. 5ny 2-10 (.05- Pot enti at es
Benzodiazepin | g 3min 1) 1-3 nin 15-30 nin nar cotics

Medi cations should be titrated carefully until the desired effect
is obtained. Reduce the increnental size and total dose given in
old very ill patients. Young, vigorous individuals my

require greater than typical doses. Wen |arger total doses have
been given, patients may be cone very sedated after the stinulus

of surgery has ceased. Mnitor for apnea and ai rway obstruction.

6. The follow ng nedications have been used in the past but are
considered to have specific difficulties associated with their
use, and are therefore inferior to newer nedications. However,
providers famliar with their use nay wish to continue to use

t hem

Encl osure (1)
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a. D azepam (Vvalium. 1-2 ng (max. 0.15 ng/kg). Unreliable
sedation and ammesia. My produce recurring sedation
intermttently for days. Never use |l. M

b. Pentobarbital (Nenbutal. 100 ng. Prol onged action,
"hangover".

c. Nal buphine (Nubain). 10-20 ny.

d. Butorphanor Stadol). 1-2 ng. My have | ess respiratory
depression but otherwi se no advantage over established narcotics.
Longer acting (3-4 hours).

7. The follow ng nedications nmay be needed for specific
pur poses:

a. Atropine. 0.01 ,9g/kg; for bradycardia or to dry
secretions.

b. Pronethazine. 25-50 ng; for mld allergic reactions or
nausea.

c. Droperidol. 0.25-0.625 ng; as an anti-enetic. My
decrease BP, as it is an al pha-1 bl ocker.

d. Labetalol. 5 ng increnents, to 2ng/ kg for hypertension
and tachycardia. Contraindicated in asthmatics.

e. Narcan. 0.1-0.2 ng; to reverse all aspects of narcotics.
CAUTI ONI' May need repeating. Serious untoward responses may
occur. Conpletely reverses all narcotic effects including
anal gesia. BEST USE: dilute one vial (.4ng=400m crograns) in
10cc N. S. and give 1cc/40ncg every 30-45 seconds until desired
effect is seen. Lasts 45 mnutes. Morphine/Denerol can | ast
| onger, and resedation or apnea can recur. Occasional strange
behavi oral responses and agitation.

f. Flumazenil. 1.0 ng to reverse effect of m dazol am or
di azepam Very expensive. Resedation may occur.

8. Al nedications are given by slow intravenous injection with
cl ose observation of the patient for the response. Caution
shoul d be exercised if nore than one nedication is used, as
effects usually are additive or potentiating.

Encl osure (1)
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Medi cati ons

1. The nedication listed below, when titrated to a total dose in
excess of the range listed, can be expected to result in
depression of protective airway refl exes, and therefore cause
need for the patient to be nonitored in accordance with this

i nstruction.

2. The provisions of this instruction also apply when:

a. The nedications |listed bel ow are given in conbination,
irrespective of dosage.

b. The patient's age is <5 yrs or >65 yrs.

c. The patient is taking any other sedative nedications.

Medi cati ons Doses

D azepam 0.15 ng/ kg 1V

Dr operi dol 50 ncg/ kg IV

M dazol am 70 ncg/ kg 1V

Meperi di ne 1 ng/kg IV

Mor phi ne 0.1 nmg/ kg IV

Fent anyl 2 ncg/ kg 1V

Chl oral Hydrate 50 ng/ kg PO or Parenteral
*Ket am ne 1.0-3.0 ng/ kg I M

0.1-0.5 ng/kg IV, titrated

The practitioner is advised to avoid a routine dose of

nmedi cations for all patients. Although clinical experience nmay
show this approach to be effective, such action fails to take
into consideration individual patient variability in

phar macoki neti cs and pharnacodynam cs. Careful slow titration of
nmedi cations to the desired effect and conti nuous observation by
an experienced clinician is the cornerstone of safe practice.

The clinician nust always be ready to increase the |evel of

noni toring and support as the situation dictates.

*Use of this nedication in any dosage requires conpliance with
the instruction, and consult wth anesthesia is strongly
recommended. Al though an excell ent anal gesic of short duration,
it can produce hallucinations, flashbacks, nightnmares,
hypertensi on and excessive salvation. Pretreatnent with | ow
dose M dazol am may decrease the psychiatric side effects. The
dosage listed is nerely a usage guideline.

Encl osure (2)
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Ameri can Soci ety of Anesthesiol oqgi sts
Physi cal Status Cd assification

Cl ass |

There is no organic, physiologic, biochem cal or psychiatric
di sturbance. The pathol ogic process for which operation is to be
performed is localized and is nit a system c disturbance.
(ie: healthy pt. for tonsillectony, colonoscopy or vasectony.)

Class |1

M|l d to noderate system c di sturbance caused either by the
condition to be treated surgically or by other pathophysiol ogi cal
processes. (ie: HIN, diabetes, pregnancy, snoking; not severe.)

Class Il

Severe system c di sturbance or di sease from whatever cause,
even though it may not be possible to define the degree of
(ie: severe hypertension, angina, renal failure/dialysis, COPD,
pneunoni a)

Class |V

I ndi cative of the patient with severe system c disorder
already life-threatening, not always correctable by the operative
procedures. (ie: acute M, spesis, shock, traunm)

Class V

The norbund patient who has little chance of survival but is
submtted to operation in desperation.

Encl osure (3)
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Qual i fications/ Conpetence of the Mnitor

1. The function of the nonitor is direct continuous observation
and docunentation of the physiologic and nental status of the
patient.

2. Ensuring the nonitor is qualified in the responsibility of
t he operator.

3. Wio may function as a nonitor:

a. A physician or dentist may function as a nonitor by
virtue of their credentials providing they have:

(1) Currency in BLS
(2) Currency in ACLS
b. A registered nurse, nurse practitioner or physician
assistant may function as a nonitor upon satisfaction of the
foll owi ng qualifications:
(1) Currency in BLS
(2) Currency in ACLS

(3) Conmpletion of a 1 hour conscious sedation training
cl ass.

4. Data may be recorded by a hospital corpsnman under the direct
supervi sion of an appropriate nonitor providing the corpsman has
conpl eted the consci ous sedation training class and has passed
the rhythmrecognition portion of the ACLS cl ass.

5. Evidence of nonitor and corpsman conpetency will be kept in
the formof a record of conpletion of the required training as
del i neat ed above; this training will need to be updated every two
years, (encl (11))!

Encl osure (4)
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Qualifications of the Operator

1. W may function as the operator:

a. Providers, holding current privileges for the procedure,
may function as the operator.

b. Podiatrists, holding current privileges for the
procedure, may function as the operator, with the cogni zance and
witten approval of a current staff physician, who is al so
qualified to do that procedure.

2. Additional required qualifications:

a. Each provider must have in witing, as a suppl enental
privil ege, evidence of conpletion of the initial training course
prior to perform ng conscious sedation, (enclosure (11)). This
conpleted formw |l be maintained in the provider's conpetency
file.

b. Each operator, once initially trained, will need to
performtwo procedures as an operator sem annually or repeat the
initial training course to maintain currency.

c. Each provider nust have currency in age appropriate
advance life support training for the patient they are treating;
ACLS, PALS, or NALS.

3. The basic training course for conscious sedation will be
taught by an anesthesia provider, and will cover the content of
this instruction. Mnimmrequirenments include definitions,

| ocati ons where conscious sedation is permtted, required

noni toring requirenents, recommended nedi cations (drug, dose,
route and precautions), required paperwork docunentation, and
per formance i nprovenent.

Encl osure (5)



PRE and POST ANESTHETIC EVALUATION/SUMMARY

OPERATION PROPOSED

1 23 45 E

AGE CURRENT WEIGHT NPO STATUS:
Lbs. Kg. AIR WAY
Height
PHYSICAL STATUS TEETH

ANESTHESIA PLAN

ROM

BLOOD N/A
T&S
T&C

URINALYSIS: N/A

HEMATOLOGY: N/A

BLOOD CHEMISTRY: N/A

HCG +/ -
N/A
RESPIRATORY SYSTEM CIRCULATORY CENTRAL NERVOUS SYSTEM OTHER SYSTEMS
TOBACCO ppd x BP PULSE Hx of, CVA/TA/ SZ: ALLERGIES: Describe Reaction
yIs. HIGH / LOW BP
ASTHMA HX: R.F. Hx of; TRAUMA / MVA /LOC:
ENDOCRINE
BRONCHITIS CARDIAC
ANGINA NECK /BACK PROB/INJ: DM
COPD THYROID
MI HX: LIVER
PNEUMONIA OTHER CONDITIONS HEPATITIS
MURMUR ETOH
TB/ +ppd (ARTHRITIS/SCOLIOSIS) RENAL
C.F. HX:
URI Gl
CLAUDICATION ULCERS
Cough Productive +/ - NEURO DEFICIT(S); + /- DESCRIBE: HIATAL HERNIA
SOB/ORTHOP/PND HEART BURN
PE +/- GEST. WKS.:
PE +/- G: P:
CXR EKG: FHT:
Exer. Tol:
PREVIOUS ANESTHETICS AND COMPLICATIONS PRESENT DRUG THERAPY
FAMILY HISTORY OF ANESTHESIA COMPLICATIONS: YES/NO
PREOPERATIVE DIAGNOSIS PREMEDICATION
1)
2)
3)
4) SIGNATURE OF EVALUATING PROVIDER DATE
5)
6)

PRINT OR STAMP: NAME RANK & CORPS

RISK / BENEFITS COUNSELING STATEMENT

DISCHARGE INFORMATION:

a. Discharge to: home ward other (specify)

b. Condition: vital signs BP __ /  HR RR
02 sat (off 02) % Temp

Pain level (1-10/10)
Ambulatory Wheelchair

Total Fluids;
Follow-up instructions:

cc LR NS

Alert Drowsy Sedated

Operative Site: dry trace bld Mod bld Other
Accompanied by: spouse relative

friend  unit rep.
EBL

ccC

@-ho a0

“I understand the above instructions”

Patient Signature

NH29PALMS FORM 6320/79B

Enclosure (6)




Y/N
cci.

MASK
x2 x3

EPID
1 +LOCAL

/

uin

/

IND / BLOCK
TO SURG. TEAM
CUT TIME
CLOSE TIME

INOR.
ANESTH. END TIME

TO ANESTH. TEAM

SAl

/

1A TYPE:
LBMA
ITN

GIONAL:

Machine Check done?
o

INDUCTION:
UTERINE INCSN:
PITOCIN
ANTIBIOTIC
GIVEN AT
NARCOTICS ISSUED:
AMOUNT USED.
AMOUNT WASTED:

(@]
MAC / LOCAL

OBSERVED BY:

ANESTH

RE

B8PC
Aline
Foley
TOCO

Sat
2

fc
FHT

Monitors:
PCSIES
Temp
0.

El

PACU ENTRY TIME {
MENTAL CONDITION

BP
RESP
0, SAT
TEMP
0, YN
DATE

OR#

PRINT NAME. RANK. CORPS

EYES: OINT/ TAPE
Hgb

STYLET:Y/N

BITEBLOCK: Y/N

BE

%Sat

of

ETT

TEETH/ LIPS / NARE

en €@

NAME(S) OF SURGEON(S)

Signature of Anesthetist

pCO,
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Mbni tori ng Par anet er s/ Equi pnent

1. Al patients undergoing sedation with or w thout anal gesia as
defined by this instruction will have these m ni mum physi ol oi gi c
paraneters nonitored:

a. Heart rate, blood pressure, and respiratory rate should
be checked at 3 mnute intervals and val ues recorded at five (5)
mnute intervals. A stethoscope, available for nonitoring heart
rate, respiratory rate, and adequacy of tidal volune is
consi dered essential, and nust be present.

b. Oxygen saturation will be nonitored non-invasively, on a
conti nuous basis, by pulse oxinery, with the pul se tone and pitch
clearly audible to all those involved in the procedure,

t hroughout the procedure and recovery period, and the audible
alarmtrigger set at 90% saturation

c. Arway wll be continuously nonitored to ensure
continuity and pattern of respirations: this can be audible
adequate respirations, vocal responses, etc.

d. Tenperatures will be nonitored for procedures over one
hour in duration; episodic readings of axillary or tynpanic
nmenbr ane tenperatures are adequate, and will be | ogged as such
on the record. (ie; AX tenp or TMtenp).

e. Level of consciousness will be continually assessed:
t hrough response to verbal or other stinmuli. C ose observation
of the patient, at all tines, is paranount. Verbal, physical
or procedural stinmuli will be used as needed to suppl enent and
confirmthis direct observation of the consciousness |evel of the
patient.

f. A cardiac nonitor (3 |lead ecg, at mninmn) nust be
noni tored throughout the procedure and recovery periods.

2. Docunentation of nonitoring is to be recorded on enclosure
(7); the anesthetic record.

3. The original pre-op and anesthetic records always go into the
patients chart, and a copy of the pre-op evaluation and
anesthetic record are to be forwarded via your departnent head

to the anesthesia departnent head for review and nmai ntenance in
provider files. Should inplications arise, these records are
expected to be available for a 1 year period after the procedure
has been perforned; for review, evaluation and privileging

pur poses.

Encl osure (8)
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Requi red Equi pnent for sedation with or Wthout Anal gesi a

1. Addition to the equi pnent appropriate to the procedure, the
follow ng equipnent is required in the i medi ate area when
sedation with or wi thout analgesia as defined by this instruction
is enployed fromthe beginning or the sedation through the
recovery phase.

a. Oxygen delivery. A self-inflating positive pressure
oxygen delivery system capabl e of delivering 90% oxygen at | east
15 liters per mnute flow for at |east 60 m nutes nust be
i medi ately available (2 E cylinders +anmbu-bag or Jackson- Reese
setup). Various bag and nask sizes should be available to
accommodate the anticipated range of patient sizes. Oal and
nasal airways, tongue bl ades, and other airway adjuncts should be
i mredi ately avail abl e.

b. Oxygen use. Supplenental oxygen is adm nistered
routinely to all patients undergoi ng sedation unless consi dered
i nappropriate by the operator. This is a mark or nasal cannul a:
at a 2-10 I/mflow rate, as appropriate.

c. Suction. A source of suction nust be imrediately
avail able with a vacuum capacity of 20 inches of nercury or flow
capability of 100 liters per mnute, with a mninumorifice size
of 14 mllimeters, (the suction hose).

d. Crash cart. An energency "crash cart" must be readily
avai l able within the departnent, and should include the necessary
drugs and equi pnent to provi de Advance Cardiac Life Support to
the patient until stabilized or transferred to a general or
special care unit. The standard crash cart is acceptable.

e. Pulse oxinmeter. A pulse oximeter for non-invasive,
continuous nonitoring or oxygen saturation is required.

f. A cardiac nonitor nust be used. Portable types suffice.

g. Phone. A reliable neans of two-way comunication to
summon help is required. |In addition to enmergency nunbers, neans
for notification of additional support services such as
respiratory therapy, the on-call anesthesiologist, etc.; should
be noted fromthe Plan of the Day.

Encl osure (8)
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Pati ent Rel ease Criteria

1. Patients having undergone sedation with or w thout anal gesia
as defined by this instruction should neet the followng criteria
to be considered eligible for release fromthe recovery
phase/ ar ea.

a. Alert and oriented to person, tinme, and place (as
appropriate; unless patient has specific preprocedure condition
or disability.)

b. Stable vital signs, and SaQ2 stable, for at |east 15
m nutes, at >97% w th suppl enmental oxygen, for inpatients, and
Sa2 stable >96% w thout oxygen or at their docunented, pre-
procedure, roomair normal Sa(Q2, (w thout sedating/anal gesic
nmedi cations prior to the procedure.)

c. Pain under control and may be nmanaged with oral
medi cation: (the patient agrees).

d. No significant nausea. No vomting, as evidenced by no
enesis for >60 mn, if prior enmesis has occurred.

2. Witten and verbal release instructions will be given to the
patient to include explanation of potential post-procedure
effects and any [imtations on activities. Patients should be
advised not to drive or operate machinery wthin 24 hours of
having a | ong acting sedative/ hypnoti c.

3. Patients should be released in the conpany of a responsible
adult, who is capable of transporting themto their
quarters/home, and is able to assist themshould they need hel p.

4. 24 hour energency contact nunbers wll be provided to the
patient at the tinme of release. These wll be the departnental
person on call (via the front desk if needed), and the Energency
Depart nment .

5. Inpatients may be returned to their ward/room when
consi dered stable, and are judged to be acceptable for routine
war d noni toring.

6. Witten docunentation of release criteria will be recorded
on the bottom of Enclosure (6), (the pre-op assessnent sheet)
and these will include:
a. Discharge to: home, ward, or other (specify).
b. Condition: pain level: 1 - 10/10 (10 is worst), discharge

vital signs (nmust be stable), nental alertness |evel, anbulatory
vs. wheel chair.

Encl osure (9)
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c. Qperative site: dressing intact, dry or anount of
bl eedi ng not ed.

d. Acconpani ed by: Spouse relative friend other (record
person and position i.e. BAS HM3 Jones).

e. Total Fluids:
f. Follow up: Instructions given (record them.

g. Patient statenent: | understand the above instructions +
patient's signature.

Encl osure (9)
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| ndi cator Data Report Form

From Departnent/dinic
To: Per f ormance | nprovenent O fice

Vi a: Head, Anest hesi ol ogy

Provi der:

Moni t or :

1. The following data is reported for the nonth of:

2. Total nunber of sedation cases for the nonth:

a. Total nunber of cases in this nonth that triggered
one or nore indicators (listed bel ow):

b. Total nunber of specific indicators triggered for the
nonth (sone cases trigger nore than one indicator).*

(1) Unplanned | CU adm ssion or transport
(2) Unpl anned hospital adm ssion

(3) Henpbdynami c instability

(4) Aborted procedure

(5) Sa®2 <90% despite 02

(6) Significant nausea/vomtting

(7) Prolonged recovery stay: (<lhr)

(8) Use of nal oxone

(9) Use of flumazenil

(10) Patient conplaint (called or had

need to return from pai n/ nausea/
ongoi ng enesi s)

Case specific reviews nust be available: ie. Wite on the record
whi ch conplications occurred.

Departnent Head ( Signature/ Stanp)

*These indicators pertain to the sedation used, not to the
procedure itself.

Encl osure (10)
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RECORD OF CONSCI QUS SEDATI ON COURSE COWPLETI ON

This is to certify that has attended a
one hour cl ass on Consci ous Sedation covering the NAVHOSP29PALNS
Instruction, permtted | ocations, nonitoring requirenents,
recommended nedi cations, and docunentation requirenents.

At t endee Dat e

| nstructor Dat e

Encl osure (11)



	Conscious Sedation Policy for the 29Palms NH
	Reference
	Enclosures
	Purpose
	Cancellation
	Background
	Applicability
	Definitions
	Conscious Sedation
	Monitor
	Operator
	Operative, Invasive And Other Procedures
	Standard of Care
	Patient Assessment
	Patient Preparation
	Peri-Operative Observation Of The Patient
	Performance Improvement
	Revision
	Forms
	Signature

